aged 53. First seen October 1946 with a twenty years' history. On both legs from the knees to the ankles there were many closely set dull red papules, some flat, others domed. The papules were discrete or confluent to form a line or a mesh; over the right ankle they formed a con-*tinuous plaque covered by a crust and superficially ulcerated. A few papules were found on the nape of the neck. There was some irritation.
and thick, and pinched up from. the nail bed. No fungus was found in the nails.
The legs have been protected by Unna's paste and after six months the condition showed regression, with atrophy. Many of the papules developed milium bodies as they faded; others showed subepidermal blisters. Small areas of atrophy corresponded with the individual papules which had involuted and recalled the atrophy of lichen planus or lichen sclerosis.
To-day, papules are seen over the left knee, and right shin and ankle, with atrophy of the skin.
The clinical diagnosis suggested that from time to time there has been lichen planus, prurigo nodularis and lichen amyloidosus. No amyloid was to be seen in the sections.
Dr. Haber presented slides to illustrate the peculiar histologic features. Several biopsies had been performed in the last three years. All showed different features.
First section: Atrophic epidermis, flattening of the epidermo-dermal junction, sclerotic papillary body with gaping blood vessels and lymphocytic infiltrations; the rest of the cutis apparently normal. Immediately under the epidermis was a typical milium the origin of which could not be traced.
Second section: Similar epidermo-dermal changes, but in addition there was a clear separation of the epidermis from the papillary body.
Third section: A fully developed subepidermal bulla has formed. The roof was provided by an atrophic epidermis, the base by a sclerotic papillary body. The bulla was clearly secondary to the atrophic changes. In addition there were several rete pegs left within the papillary body, as they were tom away by the separating bulla, a process similar to that seen in epidermolysis bullosa hereditaria. These remnants of rete pegs were the origin of milia, which were a conspicuous feature in the-case.
Dr. Haber concluded that there was definite histological evidence of lichen planus atrophicus with superimposed bullous formations terminating in papules containing milia. The condition is chronic and has to be distinguished from lichen planus pemphigoides, which is an acute eruption.
Ulcers of Foot with Congenital Arteriovenous Communication of the Right Lower Limb.
L. FORMAN, M.D., and H. E. HOLLING, M.D. J. C., female, aged 21. At the age of 4 years a hot swelling was noticed on the dorsum of the right foot. An orthopxdic surgeon stated at that time that there was no bony abnormality and encased her leg up to her knee in plaster, which the patient wore for some months. Within a year the swelling had disappeared, but ever since that time the foot has been noticed to be hot and to sweat more than the other foot. The patient suffers from chilblains in the winter on her left foot but not on the affected limb. For the same length of time the skin on the dorsum of the right foot has been pigmented brown. Although she wears the same size shoes, the patient has noticed that the dorsum of the right foot projects above her shoe more than the left one.
Fourteen months ago a scab appeared on the dorsum of the right foot and when the patient removed this a shallow ulcer was left which refused to heal. Two months later a second ulcer appeared and later a third ulcer at the base of the second toe and a fourth ulcer on the dorsum of the second toe. Various local treatments were tried without effect and local penicillin was followed by generalized urticaria.
